cm and demonstrating no increase in vascular flow (see image). Intra-operatively, the uterus was found to be rotated 180 degrees and the right sided mass was the left ovary, and the left adnexal mass was the right ovary. The left ovary measured approximately 20 x 15 cm. Torsion and necrosis of the left ovary was confirmed. The smaller 5 x 6 cm right ovarian mass was also twisted. Bilateral salpingo-oophorectomy was performed. The larger mass was opened and noted to be consistent with a dermoid with giant fat globules. The patient recovered well from anesthesia and was discharged home on post-operative day two.
Objectives: 1. To study the epidemiological and clinical characteristics of patients presenting with pelvic hydatid cyst (PHC).
2. To analyse the ultrasound aspects of the PHC. 3. To detail the therapeutic management. Methods: It is a retrospective study. we studied all cases of pelvic hydatic cysts treated in our department during a period of 17 years (2000) (2001) (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) (2016) .
All cases were confirmed by anatomopathological examination. We analysed the epidemiological and clinical patient's characteristics and the imaging (particularly ultrasound) appearance of the cysts. Results: The average age of patients was of 40 years. 5 patients had a previous history of liver hydatic cyst.10 consulted for pelvic pain and 4 presented with compression signs of the neighbourhood organs. The clinical exam found an abdominopelvic mass in 8 cases. The diagnosis was clearly suspected by ultrasound in only 6 patients based on specific signs according to the sonographic classification of hydatic cysts. Most of those patients had a previous history of hydatic cyst. The treatment was surgical in all cases (laparoscopy in 3 cases and laparotomy in 10).
Conclusions:
The PHC is a rare entity. it can occur either in case of a previous history of hydatic cyst or not. However, it is necessary to evoke it in front of a pelvic mass in our Tunisian context. The pelvic location of the HC can compromise fertility. Its management must be surgical.
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Ovarian tumour suspect malignant during pregnancy: a case report and discussion on management options Patient was a 28-year-old Chinese female, with no previous medical history. She presented in another institution with UTI and lower abdominal swelling which progressively increased in size. Also had lower abdominal pain and loose stools for few days. She complained of a lump in left iliac fossa. Ultrasound scan which was performed noted a 13.7 cm solid-cystic nodular mass lying to the right of midline, inseparable from fundus of uterus. Diagnosis included a degenerate exophytic fibromyoma. MRI noted a large abdominopelvic mass measuring 15.4 x 8.2 x 14 cm. Mass appeared inseparable from superior aspect of left ovary. Impression was it was arising from left ovary, suspicious for malignant ovarian neoplasm. There were no enlarged pelvic lymph nodes bilaterally. She presented in our department for a second opinion. Ultrasound scan demonstrated fibromyomata as well as a large lobulated soft tissue mass measuring 14.3 x 7.6 x 12.8 cm in left adnexal region. It contained multiple irregular cystic areas of 3 to 16 mm. Colour Doppler detected rich supplying and intratumoral flow of low-impedance: peak velocity = 34.7 cm/s, PI = 0.6, RI = 0.5. Impression was it may be of left ovarian origin as left ovary was not visualised. IOTA LR2 scoring noted likelihood ratio of malignancy to be 2.1%. She underwent laparotomy, resection of small bowel tumour and myomectomy. Histopathology noted small intestine myofibroblastic tumour with no high grade sarcomatous features. Her images were also reviewed by Professor Christopher Fletcher of Brigham and women's Hospital, Boston, USA. His opinion was a mesenchymal tumour with unusual histomorphology features that do not fit into any specific line of differentiation. His conclusion was an unclassified spindle cell neoplasm, without any overt features of malignancy. Patient was well on follow-up. Recent CT abdomen and pelvis did not demonstrate recurrent bowel mass, adenopathy, peritoneal deposit or metastasis.
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A case of anti-NMDA receptor encephalitis L. Ng, K. Devendra, H.K. Tan
Obstetrics and Gynecology, Singapore General Hospital, Singapore
Patient was a 22-year-old Indian female accountant, ambulant and independent in her daily activities. She had history of irregular menses, on Provera/OCPs. Her family history included a paternal aunt with epilepsy. She was admitted to Institute of Mental Health for two weeks of behavioural changes which included talking to herself at work, singing and dancing. Initial blood results and CT brain were normal. She was treated for acute psychosis, started on haloperidol. She progressively became non-communicative, catatonic and developed sub-acute seizures. She was transferred to our Hospital's Neurology Department. MRI brain demonstrated no acute infarct or intra-cerebral hemorrhage. Lumbar puncture showed serum positive for anti-NMDA receptor. EEGs showed generalised, regional, temporoparietal seizures suggestive of Anti-NMDAR encephalitis. Toxicology and infection screen were negative. She was referred to our Obstetrics and Gynecology Department. Transabdominal ultrasound pelvis performed showed a 5 x 5 x 4.4cm cystic mass posterior to uterus. It contained a 1.6cm echogenic area with fine striations suggestive of dermoid cyst. Biochemical markers were normal. Ca 125:14.7; AFP 1.5; CEA 0.6;beta HCG <0.6; LDH 357. She underwent laparotomy, left ovarian cystectomy and wedge incision of right ovary. Intraoperative findings noted a 2 cm left dermoid cyst. Histology confirmed Ca ovary Stage 1A, Immature teratoma, grade 1. Patient's mother declined oncology
